Introduction: Duodenal villous adenoma arising from the ampulla of Vater has a high risk of malignant development. Excluding associated malignant disease prior to resection of an adenoma of the ampulla is not always possible. Therefore, the surgical procedure of choice to treat this rare tumour is still controversial.
Objective: To evaluate retrospectively results of treatment of villous adenoma arising from ampulla of Vater with dysplasia or associated carcinoma limited to the ampulla. Patients [5] but, nevertheless, excluding a carcinoma may be difficult in endoscopic biopsy specimens [6] [7] [8] [9] because of its low reported sensitivity (42%) and specifity (79%) for detecting malignancy [6] . Even intraoperative frozensection analysis of resected specimens may fail to detect carcinoma in 14-33% of cases [4, 10] . Therefore, it is not uncommon that the surgeon cannot rely on results of the frozen-section study during operation [8] . Endoscopic ultrasound (EUS) can provide helpful information in assessing depth of penetration [6, 11, 12] for local staging of ampullary tumours but is less accurate determining the presence or absence of lymph node metastases [11] and it cannot replace histologic evaluation [6] .
Due to the high risk of association of invasive carcinoma and villous adenoma, the surgical procedure of choice to treat this rare tumour is still controversial [5, 6, 13, 14] . Pancreatoduo [15] . The extent of the appropriate resection is determined by size, histologic characteristics and location of the mass [8] . We share the opinion that PD remains the procedure of choice in treating adenomas containing invasive cancer [5, 13, 14] . However, the best surgical approach for benign lesions (villous and tubulovillous adenomas, and specially those with carcinoma in situ) confined to the ampulla is less clear [5, 6, [12] [13] [14] 16] . PD provides local control of both extensive benign lesions and cancers without distant metastases [7, 14] but several reports have advocated local ampullary resection for patients with benign and premalignant tumours and for selected patients with malignant lesions [6, 18, 16] because local excision has had good results in terms of morbidity, mortality and long-term survival. Therefore, wide local excision as ampullectomy has been proposed as the treatment of choice for these type of lesions [3, 5, 6, 8] .
TREATMENT FOR VILLOUS ADENOMA OF THE AMPULLA 329 Nevertheless, can wide local resection of the ampulla be considered an adequate procedure? Ampullectomy is limited in tumours arising from or extending along the distal biliary or pancreatic ducts, since it may not be possible to obtain a normal proximal ductal margin. One can generally resect the pancreatic and bile ducts for I cm proximal to the ampulla [6, 14] . Furthermore, it can be difficult to reconstruct larger duodenal mucosal defects if the size of the tumour is greater than 3 cm [6] . In our series, one patient underwent pylorus-preserving PD in order to treat a villous adenoma without signs of malignancy due to its proximal extension along common bile duct (case 4/Tab. I). Moreover, recurrence of a benign adenoma after adequate local removal is nonetheless uncommon [5, 7, 13] . The recurrence rate of local excision in treating villous adenomas was 28% in Cleveland Clinic's series [13] . In the same report, 62% of the patients treated by duodenotomy and wide local excision had postoperative complications, against 40% of those patients treated by PD. In 64 patients collected from different reports who underwent local resection of any ampullary carcinoma, overall mortality rate was 6% [15] . If local resection has always been a tempting alternative for the treatment of small ampullary tumours due to the theoretical advantage of avoiding mortality and morbidity of PD, this advantage is not very clear. Transduodenal wide local excision of the ampulla cannot be considered a minor procedure.
In the past, PD has been associated with a high morbidity and mortality. However, large series have documented more recently that complication rates associated to PD are decreasing because of improved perioperative care [13, 17, 18] . There were no deaths in a recent series of 142 consecutive patients who underwent PD [18] . Morbidity and mortality following an aggressive approach such PD have been low in our series too. The pylorus-preserving modification of the Whipple's procedure [19] is actually our procedure of choice because it is an appropriate oncological procedure and it reduces the incidence of troublesome post-gastrectomy symptoms with better preserved gastro-intestinal function [20] .
The endoscopic approach has been proposed as the least invasive approach to remove an ampullary adenoma [21, 22] . However, local recurrence after limited excision is a hazard [21] because early carcinoma could be missed if the lesion is not totally excised [3] . In a series of 25 patients treated by endoscopic snare excision tumour recurred in 26% (mean follow-up 37 months). In our opinion, endoscopic approach should be used only in patients who are at high risk for medical reasons. It may be used also to palliate some of the symptoms, as jaundice or recurrent cholangitis [3, 9] .
In conclusion, treatment of villous adenoma of the ampulla must be individualized within certain limits. The size, extent of the lesion, the presence of a carcinoma and the medical status of the patient must be evaluated. But [2] Yamaguchi, K. and Enjoji, M. (1987) . Carcinoma of the ampulla of Vater. A clinicopathologic study and patho-
